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Rheumatic Myocarditis * 


ROBERT H. BAYLEY, M.D. 
Oklahoma University School of Medicine 
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Rheumatic heart disease is a major cause 
of death, second only to tuberculosis, be- 
tween the ages of fifteen and twenty-five 
years. With the exception of the few of these 
patients who die of a fulminating acute rheu- 
matic carditis, death occurs from chronic 
cardiac invalidism. We should, therefore, be 
greatly interested in the factor which leads 
to chronic rheumatic cardiac invalidism. 
This factor is active rheumatic myocarditis. 
We hear so much about rheumatic mitral 
stenosis, rheumatic aortic insufficiency, and 
rheumatic pericarditis that I am sure undue 
emphasis is placed upon these factors. These 
factors are unimportant in the production 
of cardiac invalidism. For example, it is not 
uncommon to encounter high-grade chronic 
rheumatic valve disease in perfectly healthy 
individuals in their fourth, fifth, or even 
sixth decade. Other diseases such as subacute 
bacterial endocarditis, pneumonia, hyper- 
tension, and arteriosclerosis are required to 
cause death in these people, their chronic 
rheumatic valve disease does not. Moreover, 
active or healed rheumatic pericarditis is of 
almost no clinical importance in the produc- 
tion of cardiac invalidism. Pick’s disease or 
constrictive pericarditis is not caused by the 
theumatic disease process. 

Active rheumatic myocarditis presents a 
great problem in both the diagnostic and 
therapeutic fields. However, it is diagnosable 
and treatable in the vast majority of in- 
stances. Consequently, the high mortality 
rate from rheumatic cardiac invalidism is 
unjustified. Let us examine, first, the diag- 
nostic and, second, the therapeutic problem. 

DIAGNOSIS 

There are two natural subdivisions of the 

gnostic problem presented by rheumatic 
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myocarditis. In one group are the patients 
with extracardiac manifestations of active 
rheumatic disease. In the other group are 
patients without these extracardiac manifes- 
tations. In the first group we are duty-bound 
to make the diagnosis of rheumatic myo- 
carditis by inference in any and all subjects 
which present the extracardiac manifesta- 
tions of active rheumatic disease. The situa- 
tion here is analogous to the diagnosis by 
inference of minimal or subminimal active 
pulmonary tuberculosis in the patient who 
has developed an acute pleurisy with effus- 
ion. Let us carry the analogy further. If the 
rheumatic myocarditis and the minimal pul- 
monary lesion are not thus diagnosed, atten- 
tion and treatment will be directed primarily 
at the extracardiac rheumatic lesions and at 
the pleural effusion. In each instance the ef- 
fort is ninety per cent misdirected, for both 
of the latter phenomena heal without event 
in spite of treatment if not because of it. 
The patient is fortunate who develops edema 
with his acute nephritis, pleural effusion 
with his minimal or subminimal pulmonary 
tuberculosis, and sore red joints with his 
rheumatic myocarditis, for these will enable 
a diagnosis by inference and the opportunity 
for treatment will thus occur. In this con- 
nection it should be remembered, however, 
the rheumatic fever is the single most com- 
mon cause of unexplained fever. Hence, fever 
alone is not always a helpful extracardiac 
manifestation. The diagnostic importance of 
additional extracardiac manifestations, mus- 
cle and joint pains, nodules, and chorea, is 
self-evident. 


Of particular importance are the cardiac 
manifestations of rheumatic myocarditis. 
Unfortunately, from the diagnostic stand- 
point, the cardiac manifestations are those 
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of myocarditis in general. There is not a 
single etiologically specific clinical cardiac 
sign of rheumatic myocarditis. Moreover, 
since the specific extracardiac manifestations 
are absent in the majority of instances, par- 
ticularly in warmer climates, the magnitude 
of the diagnostic problem becomes evident. 

First of all, a diagnosis of myocarditis in 
general and one of rheumatic etiology in par- 
ticular will only be possible for those who 
maintain a high index of suspicion. The evi- 
dence must be searched for in most instances. 
Fortunately, the causes of myocarditis other 
than rheumatic disease, particularly in sub- 
jects under thirty years of age, are few in- 
deed. The imbalance of this ratio enables 
one to entertain a rheumatic etiology in all 
instances of myocarditis under thirty years, 
unless the etiology can be definitely proved 
otherwise. A few of these subjects will have 
lupus erythematosis disseminatus which is 
to be suspected if bright red skin lesions are 
present or if the urine shows red cells, casts, 
and albumen. A few patients in this group 
will have periarteritis nodosa which should 
be seriously considered if there is a history 
of allergy or a high eosinophil count. A mus- 
cle biopsy may settle the question. A few 
of the women will have post-partal myocar- 
ditis. This lesion develops within eight weeks 
of delivery. A few patients in this group 
will have beri-beri heart. These patients cure 
rapidly with thiamine chloride and have little 
or no slowing of their circulation time at the 
outset. The occasional subject with myxede- 
ma heart, but without edema, might give 
difficulty. Ordinarily the associated sinus 
bradycardia is quite characteristic, and a 
low B.M.R. should settle the question. Final- 
ly, a few patients of the group will have so- 
called isolated myocarditis. Here the rapidly 
fatal course with treatment for rheumatic 
myocarditis may arouse the suspicion that 
one is dealing with a so-called isolated myo- 
carditis. 

The subject with myocarditis presents 
some if not all of the following signs and 
symptoms. They have been listed in approxi- 
mate order of their diagnostic importance. 


1. - Cardiac enlargement. 

2. Certain electrocardiagraphic changes. 
Transient pericardial friction rub. 
Diminished pulse pressure. 

Sinus tachycardia and gallop sound. 
Dyspnea on exertion without orthop- 
nea. 

Elevated venous pressure. 

Palpitation and precordial pain not 
necessarily associated with exertion. 

9. Rapid sedimentation rate. 

Because of their importance, certain of 
these items require further comment. Car- 
diac enlargement is the single most valuable 
diagnostic sign, particularly when it is ob- 
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served to be progressive or regressive. T ie 
six-foot roentgenogram is the only reliable 
method of detecting and following cardiac 


enlargement. The severity of active rheumat- 
ic myocarditis is directly proportional to the 
amount of cardiac enlargement. The enlarve- 
ment is due to hypertrophy as well as dila- 
tion, and both are produced by the effects 
on the myocardium of the rheumatic inflam- 
matory process. The enlargement is not pri- 
marily dependent upon the endocardial or 
the pericardial lesions. The rheumatic in- 
flammatory process attacks chiefly the walls 
of the left ventricle and the interventricular 
septum and hypertrophy is most striking in 
these regions. Moreover, both dilatation and 
hypertrophy due to rheumatic myocarditis 
are reversible, or subject to regression, under 
proper management. As cardiac invalidism 
and death are approached by the rheumatic 
patient, cardiac enlargement invariably be- 
comes marked. Progressive cardiac enlarge- 
ment without any other manifestations of 
rheumatic disease is presumptive evidence 
of the active rheumatic state and demands 
proper treatment. In this connection, I have 
recently observed the case of a teen-aged 
boy whose cardiac enlargement progressed 
from normal to marked within a year. The 
heart weighed fourteen hundred grams, or 
nine times its proper value. The endocardial 
and pericardial: lesions were negligible. In 
general, the cardiac hypertrophy appears to 
depend upon two factors, the presence of an 
active inflammatory rheumatic process and 
excessive heart work, either one of which, 
when acting alone, is essentially ineffective.’ 
Another important feature of the hyper- 
trophy is that, to a limited extent at least, 
the hypertrophy is regressive in the continu- 
ed absence of operation of both factors which 
produce it. 

The electrocardiographic changes of rheuw- 
matic myocarditis are often of considerable 
diagnostic aid. It has been repeatedly em- 
phasized that transient prolongation of the 
P-R_ interval, which indicates a_ partial 
atrio-ventricular heart block, appears in 
ninety or ninety five per cent of electrocar- 
diograms recorded daily from _ subjects 
throughout the active attack. More recently, 
the routine recording of multiple unipolar 
chest leads from these subjects has disclosed 
additional information of diagnostic and 
therapeutic value.? Repeated electrocardio- 
grams constitute one of the more important 
laboratory procedures with which to follow 
the course of rheumatic myocarditis. Electro- 
cardiographic changes which indicate activi- 
ty may outlast all other laboratory evidence 
of activity. 

The transient precordial friction rub i 
the rheumatic subject is to be regarded as 
evidence of underlying active rheumatic my- 
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ocarditis, a part of the so-called pancarditis 
of this disease. Its diagnostic usefulness is 
limited by the rarity with which it is detect- 
ed. Its absence is of no diagnostic use. Its 
presence in a subject suspected of having 
myocarditis should certainly suggest a rheu- 
matic etiology. Lupus erythematosis dissem- 
inata and periarteritis nodosa may also pro- 
duce friction rub. 

In adults, disproportionally small pulse 
pressure (20 mm. Hg. or less in a subject 
whose heart rate is under 110 per minute) 
should command attention. In younger sub- 
jects, the pulse pressure value is lower, and 
the rate value is higher normally, and allow- 
ance must be made. A small pulse pressure 
is related to the more severe grades of myo- 
cardial damage and is not etiologically spe- 
cific. In addition to factors which cause myo- 
carditis, the low pulse pressure is observed 
routinely in acute myocardial infarction. 
The latter is of rare occurrence, however, in 
subjects under twenty-five years of age and 
is observed only occasionally in subjects be- 
tween the ages of twenty-four and thirty 
years. If pulsus alternans or electrical alter- 
nans is present, the myocardial damage is 
usually severe. 


Sinus tachycardia and gallop sound, par- 
ticularly when the former is out of propor- 
tion to the fever, should direct attention to 
the myocardium. The extra sound which con- 
tributes to the gallop is diastolic in time but 
does not create the gallop sound in rates un- 
der one hundred per minute. These signs are 
not etiologically specific. 

Dyspnea on exertion is important in con- 
nection with this discussion because of the 
frequency with which it may justly serve to 
call our attention to the myocardium. Or- 
thopnea also ocurs in connection with rheu- 
matic myocarditis. However, it makes its ap- 
pearance only in the terminal stages of the 
disease. When other physical findings of my- 
ocarditis indicate clearly a precarious state, 
the patient is usually able to rest in the su- 
pine position without shortness of breath. The 
elements of so-called congestive heart failure 
appear only as terminal events in the vast 
majority of instances of myocarditis. In 
many instances sudden death intercedes be- 
fore congestive heart failure can terminate 
the illness. 

As in the case of tuberculosis, the sedi- 
mentation rate has proved to be one of the 
valuable laboratory aids with which to fol- 
low the course of the rheumatic disease pro- 
cess. The increased rate is not etiologically 
specific for rheumatic disease, but the normal 
sedimentation rate very strongly suggests 
that active rheumatic disease in general, and 
active rheumatic myocarditis in particular, 
are not present. 

Diastolic murmurs which are diagnostic 
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of chronic rheumatic valve disease frequent- 
ly vanish when the myocarditis is active and 
reappear later when activity subsides. There- 
fore, their diagnostic usefulness is limited at 
the time when it would be most useful. 


THERAPY 


It is now known that streptococcic sore 
throat is somehow followed within three 
weeks by active rheumatic disease in sus- 
ceptible subjects. Preventive treatment has 
become important, for it is now known that 
the prophylactic use of sulfonamide is de- 
cidedly successful in preventing streptococcic 
sore throat. The adult dose of sulfadiazine is 
1 gm., two or three times daily, throughout 
the fall and winter seasons when streptococ- 
cic sore throat is common. Smaller doses are 
required for children. Tonsillectomy has not 
proved to be of preventive or curative value. 
The operation with adenoidectomy should be 
done when the local status of these tissues 
warrants. Moreover, when any surgical pro- 
cedure is undertaken on subjects who are 
known to have or have had rheumatic dis- 
ease, the prophylactic use of sulfonamide or 
penicillin should always be employed. The 
danger here is not from rheumatic carditis 
but an induced transient bacteremia which 
may lead to subacute bacterial endocarditis. 

It is apparent that good nursing care, for 
the purpose of obtaining a minimal work de- 
mand on the heart, outranks all other thera- 
peutic measures which are used in treating 
active rheumatic disease. The use of sodium 
salycilate has been thought to be important 
primarily because of the symptomatic relief 
which it affords. However, some of the more 
recent studies* suggest that when it is em- 
ployed in large doses with equally large doses 
of sodium bicarbonate, it may have some ¢ur- 
ative value. I am sure that doses which afford 
symptomatic relief afford rest and thereby 
lessen the work demand on the myocardium, 
and in this manner help in the prevention of 
ultimate cardiac invalidism. There is a recent 
tendency, on the part of some physicians, 
to get the patient “up and about” who is 
suffering from active rheumatic disease. If, 
in a given case, this procedure lessens, rather 
than increases, the work demand on the 
heart, it is justified, otherwise it is to be 
forcefully condemned. The articles which 
recommend the “up and about” treatment 
have been very incomplete from the stand- 
point of long-time followup. The situation re- 
minds one of the “up and about” treatment 
of tuberculous pleurisy with effusion which 
was supposed to commence as soon as the 
evidence of active pleuritis is over. Most of 
the subjects treated on this plan found their 
way into tuberculosis sanitoria with advanc- 
ed pulmonary disease before a subsequent 
five-year period had ended. It is my present 
conviction that a routine “up and about” 
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treatment for active rheumatic disease will 
lead to unnecessary cardiac invalidism by the 
time young adult life is reached. I urge, 
therefore, that this recommendation not be 
accepted except in those instances where it 
clearly decreases the work demand on the 
myocardium. A sharply curtailed work de- 
mand for the myocardium throughout the 
stages of active myocarditis is the keynote 











of prevention of chronic rheumatic cardiac 
invalidism. 
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Endocrine Complaints in the Eye, Ear, Nose 
and Throat Area* 


E. H. COACHMAN, M.D. 
MUSKOGEE, OKLAHOMA 


Eye complaints arising from an endocrine 
basis form the most numerous, as well as 
the most easily detected group, of the Eye, 
Ear, Nose and Throat area. The subjective 
symptoms are not so varied but that the re- 
petition of these complaints should suggest 
to the oculist and otolaryngoiogist that they 
have a common origin, and can be relieved 
by a common procedure. 


SYMPTOMS 


Headache, arising from use of the eyes, 
is the most constant symptom especially from 
reading, sewing, picture shows, riding on the 
train or in cars. Accompanying these they 
may have skipping of lines, or figures, in- 
ability to draw or determine when a line is 
level, trouble threading a needle even with 
their ordinary glasses worn, photophobia 
with lacrimation, stinging and burning of 
the lid margins, periodic spasm of the lids, 
inability to read more than 20 to 30 minutes 
without tiring and associated inabiliity to 
concentrate. Where they have used their eyes 
the night before such as with card playing 
or night driving, the headache is present on 
awakening. 

The location of the headache is usually in 
one of three places in this frequency: (1) 
unilaterally, above, in, or behind one eye; (2) 
medially, between and behind the two eyes; 
(3) unilaterally again, but in the occiput 
area, and descending down the neck between 
or into the scapula area. Many patients have 
dizziness and even nausea accompanying 
these headaches which frequently misleads 
to the diagnosis of migraine headaches, 
Menieres syndrome, and worst of all “sinus 
trouble”. 
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General complaints like paraesthesias of 
the hands and feet are felt by the patient, 
especially a “going to sleep” of the ring and 
little fingers which are supplied by the ulnar 
nerve. Accompanying this they have a stiff- 
ness of the arms and legs, especially after 
sitting or lying down for 20 or 30 minutes. 
For this reason many of them are regular 
attendants with the massaging cults. Mas- 
sage gives but temporary relief, so they per- 
sist in further search. It is odd that they 
should be diagnosed by an eye examination 
but since extraocular muscles are quite small 
their departure from normal can be detected 
rather early. 

Fatigue is another general symptom al- 
most as constantly complained of as head- 
aches, and is described by the patient as 
being “easily tired”, “having to slow down”, 
“can’t do a day’s work” and “as tired on 
arising in the mornings as when retiring”. 
Nothing ever relieves their tired, worn-out 
feeling so they trudge along from one day 
to the other “just getting by”. They are 
therefore irritable, “lose their tempers easi- 
ly”, and become anti-social, which makes 
them try to pass the time by reading, only 
to find they cannot concentrate, and if they 
force themselves to do so their headaches and 
ocular complaints start afresh. So they 
change glasses one pair after the other, with 
no relief, and finally come in with an “up 
against it” feeling and none too kindly dis- 
posed towards still another “change in 
glasses”. This skepticism is easily dispelled 
if the oculist will turn and enumerate the 
patient’s symptoms and show thereby he has 
a grasp of the situation. 

Dizziness and lacrimation are equal in 
rate of occurrence. The lacrimation is espec- 
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ially noticed in bright lights or sunshine, 
so squinting and colored glasses are common- 
ly resorted to, in an attempt to lessen the 
photophobic symptoms. Never have I ex- 


amined such a wearer of colored glasses but 
that the latent vertical phoria was found, 
for it is this latent phoria which gives rise 
to the eye complaints. 

Often the dizziness is felt spontaneously, 
but is more apt to be noticed when changing 
positions, as in stooping or arising from bed 
or turning suddenly. It is transient, yet an- 
noying, and gives a feeling of helplessness, 
which increases with its repetition. It is be- 
cause of this feature that the Menieres syn- 
drome is injected, since occasionally these 
patients fall and bruise themselves notice- 
ably, but are immediately able to regain their 
equilibrium and continue. Such incidents 
worry them and lessen their confidence so 
that they live a plagued existence. 

Transient scotomata are not uncommon, 
and are detected by the patients themselves, 
when they notice that several words in a 
sentence, or portions of familiar objects, are 
missing in one or both eyes. These are pro- 
jected as dark spots and may scintillate, but 
are more apt to persist for a period and dis- 
appear spontaneously, then repeat the course 
all over again, in no rhythmic fashion. 


School children having a visual acuity of 
20/20 in both eyes or better, will often be 
poor readers, unable to concentrate, and con- 
sequently do not understand what they read 
due to their latent vertical phoria. The rea- 
son they do not comprehend the meaning of 
what they read is simply because the higher 
eye will read across the page, then the lower 
eye will take over when a new line is started, 
thus skipping a line or so and losing the 
meaning expressed. Bookkeepers “jumble” 
their columns of figures for the same reason, 
and find it necessary to use a ruler to stay 
on the right line. Carpenters and painters 
have difficulty making a straight line, while 
aviators experience the same trouble in mak- 
ing a landing from lack of stereoscopic vis- 
ion, when the two eyes fail to focus in the 
same horizontal plane. 


SIGNS 

It is also characteristic of this group when 
35 to 45 years of age that they look so 
healthy, with their added “middle age 
spread”, that they receive little consideration 
when their complaints do not befit their ap- 
pearances. This added weight is of itself a 
Sign of the onset of latent vertical phoria, 
and it must be unearthed by occluding the 
eye, since less than 10 per cent of the cases 
will show perceptible amounts of vertical 
phoria without patching the weaker eye a 
couple of days. Many of the premenopause 
and climacteric headaches are due to this 
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imbalance of the extraocular muscles in the 
two eyes. It is this same condition which 
spells satisfaction or dissatisfaction with 
their bifocal glasses, for if the two eyes are 
not aligned upon the same horizontal plane 
when the visual acuity of each is improved 
with lenses, their headaches are increased, 
and their eye strain enhanced until they pre- 
fer going back to their old lenses, with which 
they saw less well in order to avoid the strain 
of the stimulated weaker eye trying to main- 
tain binocular vision. 


When the vertical prism is incorporated 
into the correcting lenses, they not only see 
better with less effort, but lose their anxiety 
over the change, and are more dependent 
upon their new glasses than ever before, 
simply because without the prism to hold the 
eyes to the same horizontal plane, they re- 
vert to their old imbalance and all its symp- 
toms. You will find few of these patients 
going without their glasses, since the com- 
fort they furnish overcomes all the objec- 
tions. Your change from single lenses to bi- 
focals is thus relieved, since the closer the 
work, the more dependent the patient be- 
comes upon the vertical prism to maintain 
alignment of the two eyes. 

Another enjoyable feature to the inclusion 
of vertical prisms is the certainty with which 
you may predict which patient will require 
them. This is done by finding a subnormal 
temperature, low blood pressure and low 
pulse rate; e. g., 98° temperature, 110/60 
blood pressure, 60 pulse, in an individual of 
35 to 45 years of age. Accompanying these 
findings there is usually found pitting along 
the lower inner third of the tibia, puffing 
of the eye lids, and a suggestion of bloating, 
or fullness to the face. This oedema is gen- 
eralized but best detected in these locations. 
There is a noticeable thinning of the outer 
third of the eye brow, or even the entire 
brow. The hair of the scalp may be scant, or 
bald, and the skin itself seems to be devoid 
of its oily filament, leaving it dry and leath- 
ery in appearance. Otomycosis is a frequent 
accompaniment, since the wax secretion is 
lessened, the skin is subsequently unable to 
ward off infection when moisture from head 
bathing, etc., is left undried in the ears. 


I have yet to see an otosclerosis case not 
have a latent vertical phoria, which adds 
strength to the contention it is endocrinal in 
origin, and they too, as a rule have the sub- 
temperature, low blood pressure and slow 
pulse, and persistent oedema. The same is 
true of drug idiosyncrasies, especially to 
sulfa, aspirin, and atropine, for they will be 
found to have all these findings, plus the 
latent vertical phoria. These same cases tol- 
erate infections poorly, by having more pain, 
distress, and prostration than patients with 
apparently the equivalent condition but with 
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different constitutional tolerance. People of 
low stature are more frequently found in this 
group, than the medium and tall, also blondes 
(especially red heads) are more numerous 
than brunettes. Gentiles, Jews, Negroes and 
Indians seem to be equally represented, and 
people of all ages from all parts of the 
United States are affected since the local in- 
flux at Camp Gruber furnished ample ma- 
terial for determining this point. 


Men and women are equally represented 
but the condition is prone to run in family 
groups, predominating when one or more 
parent is involved and not found at all in 
other families. Therefore when a parent is 
found carrying a latent vertical phoria gen- 
erally fifty per cent or more of their children 
will have the same trouble. If both parents 
are sufferers the percentage and certainty 
is increased while with neither parent having 
the condition it is rare to find their children 
possessing a latent vertical phoria. These de- 
tails, plus an alertness in taking their history 
will lead the oculist to suspect the latent 
character of vertical phoria in many pre- 
viously undiagnosed cases. 

Once having suspected the phoria how can 
it be proven? The visual acuity is taken 
without glasses for each eye, and the eye 
having the lower acuity is patched for at 
least 48 hours, at which time it will show 
the amount of drop in focus, producing the 
headache and eye symptoms of which the pa- 
tient complains. Almost as surely as you have 
two eyes with different visual acuities, you 
have a latent vertical phoria! And as surely 
as you have a visual acuity of 20/20 of one 
eye and a 20/15 of the other you likewise are 
dealing with a latent vertical phoria, giving 
rise to greater symptoms, than if the visual 
acuity of the two eyes differed more widely, 
simply because the eyes put forth a greater 
effort to maintain binocular vision where the 
visual stimuli are nearer equal than where 
they are not. Most oculists make the mistake 
of brushing these off as “needing no glasses”. 
Glasses are for more purposes than correct- 
ing hyperopia, myopia, and astigmatism, al- 
though you would never suspect it, by the 
frequency with which oculists overlook the 
correction of latent vertical phoria. 

Even the few cases that show a vertical 
phoria on the initial examination will con- 
sistently have a greater phoria following the 
two day occlusion of the weaker eye. Seventy 
five per cent of those not showing any verti- 
cal deviation when first examined will show 
a latent vertical phoria following 48 hour 
patching. This shows the necessity of occlud- 
ing the eye, otherwise it is missed. 

In those rare cases, where the patient is 
unable to decide which eye has the greater 
acuity, especially where they have 20/15 in 
both eyes and still the symptoms are those 














of latent vertical phoria, the procedure is to 
patch one eye at a time, each for two days, 
and make recordings of the vertical devia- 
tions, and the eye occluded which gives the 
greater deviation finding is taken as the 
weaker eye and the full prismatic correction 
prescribed. Often this is the only correction 
needed, since the spherical and cylindrical 
errors are found too small to adequately ex- 
plain the severity of the complaint. 


A gauze patch of half an inch thickness 
which prevents the lids opening, thus occlud- 
ing the eye for approximately 48 hours, is 
held firmly with adhesive and worn continu- 
ously, otherwise the test is not satisfactory, 
since the eye must be rested as much as pos- 
sible to allow it to settle to its natural level. 
When the patch is removed the eyes are kept 
closed tightly until ten diopters prism base 
in are placed before each eye, (for diplopia) 
along with whatever spherical or cylindrical 
correction (which previously has been de- 
termined) and a vertical Maddox rod before 
the left eye. The eyes are then opened and 
the head held in its natural erect position, 
rather than a faulty position, which of itself 
could introduce a vertical error, but constant 
care will prevent this happening. 


A round green light is projected upon the 
screen and the patient sees a horizontal green 
streak through the vertical Maddox rod be- 
fore the left eye and the green dot before 
the right. A rotary prism is placed before 
the right eye base up or down, and the pa- 
tient asked to state when the green line is 
level with the center of the green dot. The 
number of prisms base up or down to level 
these two objects is the amount of latent 
vertical phoria, for distance, and by placing 
an additional fifteen diopters of prism base 
in and repeating the process (adding bifocal 
correction if a presbyope) the amount for 
near is quickly secured at 13 to 16 inches, 
and the full amount incorporated into the 
patient’s new lenses. 

They are cautioned not to be alarmed if 
they have diplopia for five, ten, or fifteen 
minutes, when they first place their glasses 
on in the morning, since this period of time 
is necessary for the eyes to come to the same 
horizontal plane when the correction is plac- 
ed before the eyes. Upon removing the cor- 
rection at night the eyes again become im- 
balanced, but this is noticed only for a few 
moments. Even this on and off phenomenon 
is not noticed by the patient after a couple 
of weeks, and by that time they are so wed- 
ded to their glasses nothing matters. Patients 
wearing vertical prisms have more difficulty 
getting along without their correction than 
the same patient where the prisms are not 
included. In fact, without the prisms they 
continue to have eye strain and soon give up 
their continuous use, since the increased 
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visual acuity of the two eyes only increases 
the effort of the two eyes to work together, 
which they cannot continuously do without 
the vertical correction incorporated, there- 
fore they prefer seeing less well, to keeping 
the headaches and eye symptoms. Once the 
vertical element is taken into consideration, 
the situation is reversed and you have a pa- 
tient relieved when the visual acuity is in- 
creased instead of punished, and they become 
more and more dependent upon their glasses, 
thus wearing them without being urged since 
eye comfort was their original reason for 
consulting you. 

Now there is nothing new about latent ver- 
tical phoria, since it has been discussed pro 
and con since Von Graefe’s time. Marlow 
found it present in 84 per cent of 700 cases 
and for the last five years my routine has 
been to patch every eye case in order to de- 
termine the amount of latent vertical phoria. 
My technique has not been as elaborate as 
Marlow’s since he occluded the dominant eye 
for one to two weeks and took measurements 
in more than the vertical plane, to study the 
deviations of the two eyes. My search was 
for something quickly secured, practical, and 
symptom relieving, which the patient would 
tolerate. This procedure has trebbled my re- 
fractions and dwindled the complaints from 
patients to a new low, and it will do the 
same for you. 

After reading considerable literature on 
occlusion’ ?***7 57°" 1215 tests, vertical’ 
phorias, unlevel* orbits causing heterophoria, 
and determining how consistently’ these 
cases had low temperature, slow pulse and 
low blood pressure, low B.M.R.’s, ankle pit- 
ting, with negative (urinalyses, heart exami- 
nations and blood wassermans,) together 
with absence of infections, then seeing 
Howard’s® description of the role of hypo- 
throidism in ophthalmology, I felt the sub- 
normal findings and latent vertical phoria 
had a common origin. The gynecologist re- 
moving ovaries and ovarian cysts, helped to 
show that ovarian dysfunction also played 
a part in latent vertical phoria causing head- 
aches and eye strain, and not until the latent 
vertical phoria and pelvic pathology were 
both corrected, was the patient permanently 
benefitted. The same has been noticed with 
diabetics, hypoglycemias, hyper and hypo- 
thyroidism, and of course at the menopause 
it is most frequent of any age span, thus 
clinically proving the connection between 
endocrine dyscrasia and latent vertical 
phoria, which is the only link in the chain 
of evidence, original with me. The signifi- 
cance is simply that there is a dyscrasia 
within the endocrine chain, and is not spe- 
cific as to any one gland or its rate of ac- 
tivity. It is purely general in character, in- 
dicating, I feel, a loss of muscle tone, which 
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gives rise to the patient’s complaints. 

Since most of these cases are hypothyroids, 
thyroid (grains 1 to 5 after meals) is pre- 
scribed until the pulse rate is normal, con- 
tinuing it for months or years, which re- 
lieves them of their generalized symptoms 
of fatigue, insomnia, dizziness, muscle 
cramps and paraesthesias, lack of concen- 
tration, and general inertia. Only in children 
is there a chance to correct the latent verti- 
cal phoria by combining endocrine therapy 
and corrective lenses, and only rarely then, 
since most of them get to feeling better and 
consider continuous medication unnecessary. 
In those who cooperate the least, the phoria 
usually has progressed the most, when their 
eyes are again examined, so there seems to 
be a definite connection between the endo- 
crine function and the eye muscles. Since 
vitamin therapy has become well established, 
a maintainance dose, especially of B complex, 
is given to take care of the increased ma- 
tabolism induced by the thyroid therapy, 
which I feel are the vitamins’ chief contribu- 
tion. No dieting is permitted, so that these 
patients do not vary materially in weight 
during the course of the thyroid therapy. 

Much information can be gathered by a 
study of the variations in the three findings, 
viz. temperature, blood pressure and pulse, 
e.g. with the temperature 98°, the blood pres- 
sure 120 70, and pulse 95 in a 50-year-old 
male, nicotine is probably the cause of the 
rapid pulse, and he is advised to eliminate 
it and return in three to four weeks, when 
it will often be 60 or 65, thus showing the 
true picture which accompanies these latent 
vertical phoria cases. Nicotine, caffeine and 
alcohol are the stimulants most frequently 
causing increased pulse rates such as illus- 
trated, and for that reason their . removal 
is obtained before beginning thyroid therapy, 
so as not to complicate the pulse rate, which 
is checked at semi-monthly or monthly in- 
tervals. 

Where a rise in temperature, plus a fast 
pulse, is encountered the cause of the fever 
usually eliminates the rapid pulse. But 
where stimulants and fever are missing and 
a fast pulse is present with a low blood 
pressure, we often find allergy, or some endo- 
crine pelvic pathology, and refer them for 
that purpose. It will amuse you to witness 
the curiosity of your fellow M.D.’s wanting 
to know how you suspected these conditions 
from examining the eyes! The practice of 
medicine in any branch is eternally interest- 
ing if we but keep hunting for puzzles to 
solve. It was puzzling to me why so many 
patients had increased eye strain by increas- 
ing their visual acuity, so I set out to find 
the reason. 


Patients who come with a complaint of 
“sinus trouble”, and show nothing abnormal 
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in the nose and throat, and whose transillu- 
mination and X-ray of sinuses are normal 
we always check for temperature, blood 
pressure, pulse, and look for oedema about 
the eyes and ankle, then note the thinning 
eye brow, and if confirmed the eyes are re- 
fracted, vertical phoria tests done, and then 


the weaker eye is patched for two days. The 
patch is removed and the eyes kept closed 
until the ten diopters prisms are before each 
eye for maintainance of diplopia, before the 
eyes are opened. The patient’s correction is 
placed before each eye, the Maddox rod ver- 
tically before the left eye, while the prism 
to measure the amount of vertical phoria is 
before the right eye. The full amount of 
vertical prism is incorporated into the pre- 
scribed lenses, and the patient placed on 
thyroid and daily maintenance dose of vita- 
mins (especially vitamin B complex) and the 
“sinus trouble” ceases to give the patient 
further trouble. 

In so called vasomotor rhinitis, where a 
great deal of clear mucoid discharge is pres- 
ent, especially post nasally, and all allergic 
history and search net us nothing, we usually 
record the subnormal temperature, blood 
pressure and pulse, then test for latent ver- 
tical phoria, and if found, the case will re- 
spond to the same thyroid, and vitamin 
therapy, without any further manipulation. 
Where allergy leaves off and endocrine dys- 
crasias begin their manifestations is impos- 
sible to determine, but clinically if allergy 
is suspected and not found, treat for the 
endocrine trouble and results will usually 
be forth coming. We need to keep endocrine 
malfunctions in mind, just as a few years 
back we had to be trained to be on guard 
for allergies, and soon we will relieve a great 
deal of distress which we are now failing to 
do. 

It is hard for us to overcome the errors of 
our medical school teachings, where we were 
admonished against thyroid medication, as 
though a toxic goitre was the inevitable re- 
sult. This is a gross misrepresentation, for 
I have given 2 and 3 grains to patients daily 
for months with high blocd pressure to study 
its effects, and instead of raising the blood 
pressure it always lowers it ten to thirty 
points, even though the pulse rate may ad- 
vance five to ten per minute. 

On the background of low temperature, 
low blood pressure, and slow pulse, with or- 
bital and ankle odema, thyroid therapy has 
been given to literally hundreds of cases, 
months on end, and not a single toxic goitre, 
or perceptible injury of any kind has result- 
ed. I myself have taken thyroid daily (2 to 
4 grains) for nearly four years and intend 
doing so the rest of my life, since I had all 
the findings of a latent vertical phoria, an 
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ambulatory B.M.R. of only minus 6, and 
looked too healthy to get much medical at- 
tention, yet, got to the point where it was a 
task for me to do an ordinary day’s work, 
so I went to work on the thyroid, vitamins, 
and vertical prisms and have never dared 
turn loose! 

Patients complaining of “tightness” and 
a “smothering sensation” in the throat, or 
of excessive post nasal drippage, especially 
where they have “to clear” their throats be- 
fore starting to talk, will usually show all 
the positive signs of an endocrine dyscrasia, 
and will respond almost without exception 
to thyroid and maintenance vitamin thera- 
py. Nothing can be found on examining these 
cases, so the history is the lead, and where 
in doubt, take the temperature, blood pres- 
sure, not the orbital oedema, and outer third 
of the eye brow, and pit the ankle along the 
lower inner third of the tibia, then refract 
and occlude the weaker eye and you will be 
surprised how often the syndrome comes to 
light, and you with it! 

The ear may be the only complaint the 
patient mentions, and the examination usu- 
ally shows a few flakes of desquamating skin 
in the outer external canal, or nothing ab- 
normal is found, even on audiometer read- 
ing, yet the trouble is an aggravating roar- 
ing, noises of various types, itching, and a 
tightness which runs down the neck perpen- 
dicularly from the canal, or along the course 
of the eustachian tube into the throat. Again 
if we work the case up the associated low 
findings in temperature, blood pressure, 
pulse, orbital and ankle oedema, latent verti- 
cal phoria are all present and mean the same 
thing as if the same patient had complained 
of the eye, nose or throat area instead of 
the ear. 

Patients having unaccounted for swelling 
about the face, especially when the lids are 
swollen on arising, will often produce this 
syndrome and respond to the same treat- 
ment, since in hypothyroidism there is a 
water retention, which gives rise to the per- 
sistant oedema, long before myxoedema ap- 
pears. Thyroid therapy increases the urinary 
output and relieves the pitting, along with 
its other benefits. 


CONCLUSIONS 

Endocrine dyscrasias are frequently un- 
diagnosed due to failure to correlate the his- 
tory, with subnormal temperature, low 
blood pressure, slow pulse, generalized 
oedema, (especially about the orbits and 
ankles) and to search for a latent vertical 
phoria. 

Latent vertical phoria is easily demon- 
strated by sufficient monocular occlusion and 
inclusion of the full amount of prism gives 
relief to the ocular complaint. 

Latent. vertical phoria is a constant as- 
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sociate of endocrine dyscrasia, usually hypo- 
thyroidism, but may be found along with 
hypo or hyper function of other glands in 
the endocrine chain. Therefore it is a gen- 
eral and not a specific indicator of endo- 
crine dysfunction. 

Latent vertical phoria can be easily demon- 
strated in children as well as adults, suffer- 
ing from endocrine dyscrasia, and is an early 
sign, guiding the ophthalmologist to the di- 
agnosis oftentimes before the internist can 
arrive at one. 
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Surgery in the Treatment of the Stomach and Duodenum* 


C. C. FULTON, M.D. 


OKLAHOMA CITY, OKLAHOMA 


A few years ago a discussion of the treat- 
ment of inflammatory diseases of the stom- 
ach and duodenum would have been largely 
devoted to the relative merits of medical 
management and surgery. However, today I 
believe that most physicians will agree that 
the treatment of peptic ulcer belongs in the 
hands of the internist, who should be espec- 
ially interested in gastroenterology. At the 
same time I believe that it is equally well 
established that there are a number of pa- 
tients whose ulcers fail to respond to con- 
servative measures or develop serious com- 
plications, and that these patients require 
surgery for the relief of their distress. 


No recent outstanding new facts have been 
established as a cause of peptic ulcer. The 
concept that was taught when I was in medi- 
cal school still prevails, namely that peptic 
ulcer is a disease in which spasm and in- 
creased secretion of hydrochloric acid play 
an important role, and that both spasm and 
hyperchlorhydria are associated with local 
irritation or with neurogenic stimuli, which 
may be purely central in origin, or which 
may be on a circulatory or infectious basis. 
In other words, this means that certain peo- 
ple have an ulcer diathesis and that in these 
individuals, fatigue, nervous tension, infec- 
tion, disturbances in circulatory integrity, 
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as well as too severe digestive burdens, are 
precipitating factors; and it also follows 
that in such individuals, ulcers may heal and 
later recur at the same or new sites. 


The diagnosis of peptic ulcer does not 
strictly fall within the province of this paper, 
however, there are a few remarks that I 
believe should be made. The history obtained 
from ulcer patients is most frequently that 
of the typical, clearly defined, upper abdomi- 
nal distress, occurring at a definite time after 
meals and relieved by food or neutralizing 
medication. Sometimes, however, intercur- 
rent diseases of the colon or gallbladder may 
so confuse the picture that it is difficult to 
make a definite diagnosis of either condition. 
Absence of ulcer symptoms in patients with 
hemorrhagic ulcer is another diagonstic 
problem, especially if the hemorrhage is the 
first one and if there is no definite X-ray 
defect. The diagnosis often rests between 
hemorrhage from esophageal varices with 
possible liver cirrhosis and hemorrhage from 
peptic ulcer. There may be no X-ray evidence 
of abnormality of the esophagus, stomach or 
duodenum. It is often true, however, that in 
these cases, careful questioning will reveal 
a previous half forgotten ulcer history. Also 
in many cases an X-ray defect will often be 
seen later at a site where, at the first ex- 
amination, no ulcer was seen. It is a safe rule 
to regard all typical ulcer hemorrhage as 
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having been caused by a gastroduodenal le- 
sion, even in the absence of history or X-ray 
findings, unless typical findings of liver cir- 
rhosis or blood dyscrasia are found. Too, I 
believe it well to frequently remind ourselves 
that all gastric ulcers are not accompanied 
by hyperchlorhydria. In only about twenty- 
five per cent of gastric ulcers, will increased 
acid be found, while a duodenal ulcer will 
rarely be found unaccompanied by increased 
acidity. In gastric ulcer, the finding of no 
acid has long been considered to be suggest- 
ive of malignancy. This may still be true, but 
by no means is it a decisive diagnostic factor, 
since benign ulcer with achlorhydria and ma- 
lignant lesions with acid, are both found, 
quite frequently. ; 

The problem of differentiation between 
gastric ulcer and carcinoma has been and 
continues to be a vital one. In most instances 
a trial of good medical management should 
be instituted. However, certain accomplish- 
ments must be demonstrated. The lesion 
must promptly disappear by roentgenological 
examination; the patient must be free of 
symptoms and ocult blood must disappear 
from the stools. If these conditions have been 
maintained for a year, as shown by periodic 
examinations during this year, then we can 
consider that the medical management of 
this gastric ulcer has been successful. The 
responsibility for repeated examinations 
every two months during this year must be 
assumed by the physician, as we are all 
familiar with the case histories, which recite 
the fact that upon first examination no evi- 
dence of malignancy was found, but upon 
whom a subsjquent operation revealed an 
inoperative malignant lesion. When the 
above criteria have not been fulfilled, the 
lesion may be properly considered to be an 
unhealable ulcer in an area notoriously sus- 
ceptible to malignancy. 

Based upon the experiences of the intern- 
ist and surgeon, familiar with this field of 
medicine, definite indications for surgical 
intervention are recognized. In general, ul- 
cers which are intractable to medical man- 
agement, whether known to be malignant or 
not; ulcers with a tendency to repeated seri- 
ous hemorrhages, or ulcers which produce 
obstruction due to repeated episodes of in- 
flammation, all require surgery. Obviously, 
acute perforation of a peptic ulcer demands 
immediate surgical intervention. Sometimes 
the economic status of peptic ulcer patients 
prohibit the necessary regulation and main- 
tenance of the prescribed medical treatment. 
In these cases, a sub-total gastric resection 
may be the expedient method of treatment. 
The cooperative study of the internist and 
surgeon is of the greatest importance in the 
selection of these cases for surgery. Espec- 
ially is this so in gastric lesions where it is 
difficult to distinguish between a benign and 








July, 194: 


a malignant ulcer. All lesions of the stomac 
should be considered malignant until proven 
otherwise, as only in this manner will ma- 
lignancy be diagnosed early enough to per- 
mit operation at the most favorable time. 
The necessity for an adequate syb-total re- 
section of the stomach for most of the in- 
tractable or complicated ulcer cases is ob- 
vious. 

Dr. Lahey has made the statement that he 
has never seen a benign lesion of the greater 
curviture of the stomach, although they have 
been reported. He believes these patients 
should be immediately subjected to a high 
sub-total gastrectomy. 

Prepyloric gastric ulcers are extremely 
dangerous but not necessarily malignant, and 
they may with safety, be given the above 
mentioned trial of medical management. In 
a situation where a prepyloric spasm per- 


_sists, which on roentgenologic examination, 


a cancer cannot be ruled out, surgical ex- 
ploration is justified, after explaining to the 
patient that negative findings may be de- 
termined at operation. Even though the ex- 
ploration is negative, this is far better than 
allowing an early malignant lesion to become 
inoperable. If a gastric ulcer responds satis- 
factorily to medical management, that is, it 
closes and then reopens, the patient should 
immediately be subjected to a high sub-total 
gastrectomy. 

Duodenal ulcer still is much more common 
than gastric ulcer. Marshall reported that of 
8,380 patients with peptic ulcer which were 
seen at the Lahey Clinic up to January 1, 
1944, 6.4 per cent were gastric ulcers and 
93.6 per cent were duodenal ulcers. Further, 
he stated that 19.3 per cent of the gastric 
ulcer cases required surgical intervention, 
whereas only 6.2 per cent of the duodenal 
cases required surgery for the relief of symp- 
toms. 

The management of duodenal ulcer is 
pretty well standardized. For perforation, 
only the simple closure of the perforation 
must be done. No involved or extensive sur- 
gical procedure is permissible. At this time 
the main mission of the surgeon is to save 
the patient’s life and nothing else. Intract- 
able pain, after good medical management, 
involves either the acceptance of the pain 
or a surgical procedure. 

There are two distinct types of pyloric ob- 
structions. First, there is the cicatrical py- 
loric obstruction which is caused by the con- 
tracting scar of a healed ulcer, unaccompan- 
ied by ulcer symptoms. Since this obstruction 
is entirely mechanical, a simple gastroente- 
rostomy is the operation of choice. 

The second type of pyloric obstruction is 
one associated with a chronic or subacutely 
active duodenal ulcer. The obstruction 1s 
caused by the scarring due to repeated ulcer 
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activity as well as edema and pylorospasm 
due to the active ulcer. It is difficult to fore- 
tell which of this latter group will have to be 
submitted to surgery. A trial at medical 
management is usually made. 


With the exception of acute perforation, 
hemorrhage in spite of adequate medical 
management, is the most common and most 
definite indication for surgical intervention. 
Sub-total gastrectomy is the procedure of 
choice. Hemorrhage in the presence of good 
medical management indicates that the ulcer 
is continuing to spread and erode. Further, 
this ulcer is very probably on the posterior 
wall and may be penetrating into the pan- 
creas, and is therefore difficult to close and 
to keep closed under medical management. 

Some ulcers bleed once or twice and then 
the patient recovers without further compli- 
cations. Other ulcers bleed repeatedly and 
profusely. In this latter type, something must 
be done if the patient’s life is to be saved. 
If surgery is to be utilized, it should be of- 
fered during the early part of the bleeding, 
as otherwise the mortality is extremely high, 
even in spite of repeated whole blood trans- 
fusions. It is very difficult to decide when to 
offer surgery in some of these situations. 


In most peptic ulcers that are to be sub- 
jected to surgery, when possible, a period of 
time in bed on an ulcer diet and alkaline 
therapy is most helpful to the surgeon. This 
reduces the inflammatory exudate about the 
ulcer and may convert a potentially difficult 
technical procedure, into a relatively simple 
one. Signs of acute inflammation should have 
subsided before surgery is done. Also in the 
face of a markedly dilated stomach from ob- 
struction, at the pylorsis or in the duodenum, 
sufficient time should be taken to decompress 
the stomach and allow return of normal tone 
to the muscular wall, before surgery is at- 
tempted. 

If surgery is elected for a peptic ulcer that 
is chronically or subacutely active, an opera- 
tion should be done that will lower the gas- 
tric acidity to the greatest extent. We know 
that the removal of three-fourths to four- 
fifths of the stomach will lower the remain- 
ing gastric acidity to ten degrees or lower. 
Therefore, sub-total resection is the pro- 
cedure of choice unless it is considered that 
the patient’s condition would not permit 
such a formitable procedure. In such cases 
the less desirable operation of anterior gas- 
troenterostomy must be done. 

A chronic penetrating callous ulcer of the 
first part of the duodenum can usually be 
removed without difficulty or risk. One in- 
volving the second part of the duodenum may 
be difficult, because of its encroachment on, 
or involvement of, the common duct by the 
inflammatory exudate. The relationship of 
the ulcer and the common duct must be es- 
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tablished before resection is undertaken. The 
doudenum must be mobilized and in some 
instances, the common duct is opened and a 
catheter passed through to the ampulla of 
vater before it can be determined whether 
enough duodenum will be left, after resection 
of the ulcer area, for satisfactory, safe clos- 
ure of the duodenum. 

Jejunal ulcers are complications of sur- 
gery. That is, they are most often seen fol- 
lowing gastroenterostomies or sub-total gas- 
trectomies. They follow gastroenterostomy 
in 15 per cent or more of the cases and in 
two or three per cent of the sub-total gas- 
trectomies. Contrary to previous opinions 
these jejunal ulcers should be given a trial 
of medical management, unless the ulcer is 
lying close to the transverse colon. It has 
become well established that all ulcer pa- 
tients must assume that they will have to 
remain on some sort of dietary restrictions 
for the rest of their lives, whether they have 
been treated successfully by medical man- 
agement or surgery. A patient who has had 
a sub-total gastrectomy must not lose sight 
of the fact that he has the so-called ulcer 
diathesis and that he must not abuse the re- 
maining, apparently normally functioning 
portion of his stomach. 


A more serious complication of surgical 
intervention is the gastrojejuocolic fistula. 
This occurs when the gastrojejunal ulcer lies 
close to, and becomes adherent to, the trans- 
verse colon and then ruptures into the colon. 
Immediate surgery is indicated for this com- 
plication. The diagnosis of this condition can 
usually be made from the passage of undi- 
gested food in the feces, as it is passed di- 
rectly from the stomach into the transverse 
colon; by diarrhoea and by the unusual and 
extreme emaciation associated with this 
fistula. In addition the lesion can usually be 
demonstrated by a barium enema, roentgeno- 
gram. 


There are several reasons for the occur- 
rence of this distressing complication. The 
finsterer resection by exclusion operation is 
not a satisfactory operation for the reason 
that gastrojejunocolic fistula frequently oc- 
curs following this procedure. This operation 
as you know, has been advocated in those 
cases where the duodenal ulcer has so in- 
volved the common duct that the ulcer cannot 
be removed without running great risk of 
damaging the common or pancreatic ducts, 
or that the duodenum has become so short- 
ened by scar tissue contraction that the duo- 
denal stump cannot be safely turned in. 
Finsterer has advocated leaving the duodenal 
ulcer along with a small part of the pyloris 
and doing a sub-total gastrectomy. I believe 
that it has been well established that if any 
part of the pyloric gastric mucosa is allowed 
to remain, a jejunal ulcer is very likely to 
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occur. This procedure may have to be done 
in some cases, if one does not wish to accept 
the greater risk of transplanting the common 
and pancreatic ducts into the distal loop of 
the jejunum after gastrectomy. If the Fin- 
sterer exclusion procedure is done, then the 
abdomen must again be invaded within a 
short time, after induration and edema has 
decreased around the duodenal ulcer, at 
which time the ulcer and all of the remaining 
pyloric mucosa must be resected. 


A common cause for the formation of this 
colic fistula is the placing of the anastamosis 
of the gastroenterostomy through the mesen- 
tary of the transverse colon. This is a so- 
called posterior procedure. When this is done, 
the anastomosis is lying quite close to the 
transverse colon. Because these complica- 
tions do occur it seems far better to make 
the anastomosis anterior to the colon. The 
percentage of occurrence of gastrojejunocolic 
ulcer is less and also if one does occur, it is 
far easier to do another resection, or any 
other surgical procedure, if the anastomosis 
is anterior to the transverse colon. Lahey has 
devised a two stage procedure for the treat- 
ment of gastrojejunocolic fistula. In the first 
stage the terminal ileum is implanted into 
the descending colon. In the second stage the 
ascending and transverse colon are removed 
along with a high sub-total gastrectomy. In 
his hands this has been followed by a lower 
mortality than with any other procedure. 


Tumors of the stomach are most common- 
ly malignant, but occasional benign neo- 
plasms are found. Marshall reported a series 
of 464 patients upon whom operation was 
done at the Lahey Clinic during a five year 
period ending in 1943, all having a tumor in- 
volving the stomach. Ninety-eight per cent of 
these patients had a malignant tumor. Hav- 
ing in mind this high percentage of malig- 
nancy, it is of interest to note that in only 53 
per cent was it possible to resect the tumor. 
In other words, almost half of the patients 
who presented themselves for surgery had 
malignant lesions too far advanced for suc- 
cessful extirpation. Yet a review of the symp- 
toms in the unresectable cases, disclosed that 
the majority had gastrointestinal distress 
over a long period of time. It is not unreason- 
able to assume that earlier diagnosis might 
have made resection possible. 


In view of the frequency of gastric car- 
cinoma, we must remember that, it is a di- 
stinct possibility in any patient, middle aged 
or older, who has persistant gastric distress. 
Therefore any person with persistant gastro- 
intestinal distress, unrelieved by a trial of 
diet and conservative therapeutic measures, 
should have a thorough gastro-intestinal in- 
vestigation, which should include gastric 
analysis, roentgenologic and if possible gas- 
troscopic examinations. Furthermore, if ma- 
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lignancy cannot be ruled out, these examina- 
tions should be repeated within two month’s 
time. In the event a definite decision can stil! 
not be made, a laparotomy is justifiable and 
indicated. 

The mortality in sub-total gastrectomy 
when done by experienced surgeons is 
around three per cent. In a group of 530 
consecutive sub-total gastric resections to 
July 1, 1945 in the Lahey Clinic for gastric, 
duodenal and jejunal ulcer, there were eight 
deaths, a mortality of 1.5 per cent. This low 
mortality rate can of course be attained only 
by those interested and experienced in this 
type of surgery. Good assistance and good 
anesthesia, preferably continuous high spin- 
al, promoting as it does complete, prolonged 
relaxation at all stages of the operation, are 
necessary. Further, good post-operative care 
is essential, being alert for complications, 
especially atelectasis which so frequently 
follows high abdominal operative procedures 
and the equally speedy treatment of these 
complications. Bronchioscopic clearing of 
the bronchus both immediately after surgery, 
while still in the operating room, and later if 
the bronchus becomes obstructed, is neces- 
sary to prevent this complication from rais- 
ing the mortality rate for the operative pro- 
cedure. 

There should be developed here, as in other 
teaching centers, greater cooperative effort 
between the internist and surgeon in the 
study of these problems so that better care 
shall be made available to the gastric patient, 
who is not immediately relieved of his 
trouble. It is surprising how few cases for 
gastric surgery appear on local hospital op- 
erating room schedules. We are either not 
recognizing these surgical indications or the 
patients are going elsewhere for more 
thorough and complete medical or surgical 
treatment. I am sure that we have sufficiently 
conscientious and well trained medical talent 
to properly care for these complicated gas- 
tric problems, that, statistically we know are 
occurring every day. 


DISCUSSION 
MINARD F. JAcoBs, M.D. 


OKLAHOMA CITY, OKLAHOMA 


It is both an honor and a pleasure for an 
internist interested in gastroenterology to 
have the opportunity to discuss a surgical 
paper. It certainly shows the increasing ac- 
ceptance by the surgeon of the close co- 
operation necessary if the best interests of 
the patient are to be served. Dr. Fulton’s 
paper is one of the best it has been my pleas- 
ure to hear and he is to be commended for 
his wide grasp of the situation bringing out 
clearly the presently accepted indications for 
surgery, the type of surgery best suited and 
the reasons, with which I fully agree. 
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The preoperative and some phases of the 
postoperative care of thé patient I believe are 
best handled by the gastroenterologist pri- 
marily. I do not believe I-am presumptious 
when I state that probably the biggest single 
factor responsible for the marked reduction 
in the mortality in gastric surgery in the 
past twenty years has been the preoperative 
preparation of the patient. 

In consideration of the patient with py- 
loric obstruction there are several conditions 
to be watched and treated if necessary. The 
patient will obviously be dehydrated and be- 
cause of the vomiting is frequently in alkalo- 
sis. The latter is best determined by obtaining 
a carbon dioxide combining power of the 
plasma, a blood chloride and blood urea. If 
alkalosis is present there will be an increased 
CO, combining power, decreased chlorides 
and increased urea. This condition can usu- 
ally be readily overcome by adequate 
amounts of intravenous sodium chloride in 
a physiological concentration. One should 
give 0.5 gm. Na Cl per kilo body weight for 
every 100 mg. per cent the blood chlorides 
must be raised. As to the amount of fluid 
itself one gives an amount equal to that 
vomited, lost by tube suction plus the normal 
requirement of 1000 cc. of normal salt. If 
you wish to use another gauge give enough 
fluids to obtain a urine output of 800-1000 
ec. daily. Glucose may be added for its caloric 
value. Patients operated upon while in a 
state of alkalosis frequently die. The stomach 
of the patient must be lavaged twice daily 
and the amount of retention should be re- 
corded so as to evaluate the progress of the 
condition and to help in determining the 
amount of parenteral fluids necessary. Prop- 
er lavage really requires a trained person. 
As Dr. Fulton mentioned decompression is 
important to allow the return of muscular 
tone. I recall seeing one patient several years 
ago in whom this consideration apparently 
had been neglected. The stomach was mark- 
edly dilated and atonic and the surgeon con- 
sequently was unable to tell just where to 
place the gastroenterostomy opening so that 
unfortunately it was made too high and as 
a result could not function properly. Fre- 
quently whole blood or plasma is indicated 
as many of these patients have a low blood 
protein due to their inability to absorb food. 
It is here that intravenous amino-acids are 
of value. They have the disadvantage, how- 
ever, of running through even an 18 guage 
needle slowly and consequently the time re- 
quired to give adequate amounts becomes 
very fatiguing to the patient. Don’t forget 
that adequate glucose must always be given 
when giving amino-acids so they wil! not be 
used by the body to meet its caloric require- 
ments. Roughly it takes about twice the 
amount of glucose in grams as amino-acids. 
As an average the preoperative care of this 
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type of case requires from seven to ten days. 


The preoperative care of the hemorrhag- 
ing ulcer case requires usually only adequate 
transfusions of whole blood and plasma as 
the patient should not be operated upon in 
shock or on the verge of shock. The blood 
count should be restored to a safe level as 
well as the blood volume and protein. Here 
again amino-acids have been found to be of 
value. The patients who require immediate 
surgery as mentioned by Dr. Fulton are gen- 
erally those in the older or arteriosclerotic 
age group whose vessels cannot contract. 
The mortality rate in these is especially high. 
In general, I think it is agreed by both the 
surgeons and the internists that hemorrhag- 
ing ulcers are best treated medically during 
the stage of active bleeding, surgery being 
postponed until the bleeding has ceased and 
the patient’s general condition improved. 


May I re-emphasize one very immportant 
point mentioned by Dr. Fulton that regard- 
less of surgery these patients must adhere 
to some degree of medical regime the rest 
of their lives. Too often the surgeon on dis- 
missal of the patient neglects to tell the pa- 
tient this and instruct him or see that he is 
instructed properly by the internist. I be- 
lieve that at least some of the so-called fail- 
ures of surgical management are due entirely 
to this. 

Regarding the immediate postoperative 
care of these patients the internist’s chief 
function is to advise properly regarding the 
diet and its graduations, to watch for com- 
plications in the chest, heart and kidney so 
that appropriate treatment may be promptly 
instituted. Here too the fluid, and electrolyte 
balance must be watched as the operated pa- 
tient loses water by sweating and loss. of 
blood. Vomiting, too, causes a loss of fluids 
and continuous syphonage loses fluid. These 
last two may mean 4000-5000 cc. water lost 
a day and it must be replaced. Generally 
2000-3000 cc. of fluid is adequate the first two 
postoperative days and after that 1000 cc. 
normal saline. 

I should like to ask Dr. Fulton why he 
states than an anterior gastroenterostomy 
instead of the orthodox posterior procedure 
should be done when a resection is not feasi- 
ble. 

DR. FULTON : In answer to Dr. Jacobs’ ques- 
tion, I would first like to say that it is techni- 
cally easier and quicker to perform. 

Secondly, if gastrojejunal ulcer develops 
and further surgery is indicated, it is tech- 
nically easier to resect the involved parts of 
the stomach and jejunum, and to do what- 
ever surgical procedure is indicated at the 
time. 

Third, there is less tendency to have the 
major complications of a gastrojejunocolic 
fistula occur. 
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Fourth, the experiences of the large 
groups who have used this procedure exten- 
sively, show just as good functional results 
as when the posterior gastroenterostomy is 
done. 
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DR. HOPPS: You have all had an opportuni- 
ty to study the protocol of this case and have 
doubtlessly arrived at the proper diagnosis. 
At the present time there is little effective 
therapy for the disease leukemia. We must 
continue our study of such cases, however, 
if we are ever to arrive at a complete under- 
standing of this condition. Dr. Avey will pre- 
sent and analyze the clinical aspects of this 
case. 

PROTOCOL 

Patient: E. S., white female, age 57; ad- 
mitted January 1, 1945; died January 4, 
1945. 

Chief Complaint: Weakness and loss of 
weight. © 

Present Illness: The patient became ill in 
February, 1944, at which time she complain- 
ed of intermittent “gas pains”, abdominal 
distress with pain, dyspnea, anorexia, weak- 
ness and headaches. These symptoms per- 
sisted and progressed and she became bed- 
ridden in August, 1944. In September she 
noticed a “swelling” in her neck. In October 
she complained of an infection in her throat 
with some bleeding of the gums and soreness 
of the mouth. During this time she lost ap- 
proximately 50 pounds. Generalized enlarge- 
ment of all lymph nodes had been noticed 
for several months. 

Past and Family History: Not obtainable. 

Physical Examination: On admission the 
patient was very weak and was unable to 
give a history. The information was obtained 
from a doctor’s letter and from her husband. 
Her temperature was 99.6° F., pulse rate 
105, and respiration 16. The patient was pale 





and seemed acutely ill. There were a few 
bleeding points in the mouth. There was 
generalized lymphadenopathy and matted 
firm nodes were particularly prominent in 
both cervical regions, more marked on the 
right. The nodes were not tender. Examina- 
tion of the chest was essentially negative 
except for a soft blowing systolic murmur 
at the apex. Cardiac rhythm was regular. 
The heart was not enlarged. Blood pressure 
was 142/92. Palpation of the abdomen was 
difficult because of poor cooperation by the 
patient and generalized abdominal tender- 
ness. The liver was markedly enlarged as 
was the spleen. The skin was pale and 
numerous petechial hemorrhages were pres- 
ent. Rumpel-Leede test was positive. 


Laboratory Data: Hemoglobin measured 4 
Gm. per cent. There were 1,250,000 red blood 
cells and 28,000 blood cells/cu.mm.: with 
lymphoblasts 13 per cent, prolymphocytes 46 
per cent, lymphocytes 32 per cent neutrophils 
9 per cent (juveniles 3 per cent and stabs 3 
per cent); platelets 52,500; occasional nor- 
moblasts were seen. The peroxidase stain 
was negative. 


Clinical Course: The patient became pro- 
gressively weaker and lapsed into a semi- 
comatose state the day after admission. She 
died the following night, January 4, 1945, at 
4:45 a.m. 


CLINICAL DIAGNOSIS 
DR. AVEY: It is rather obvious that this 
case falls into the category of lymphoblasto- 
ma so that we shall keep this fact in mind 
as we analyze the clinical history and formu- 
late a differential diagnosis. 
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First to consider the patient’s age. She 
was 57 and this itself is of significance. For 
instance, acute leukemia usually occurs be- 
fore the age of 25; chronic myelogenous leu- 
kemia is more common between the ages of 
30 and 50; chronic lymphatic leukemia oc- 
curs principally from 45 to 54; and lympho- 
sarcoma is perhaps most common between 
the ages of 25 and 55. On the basis of proba- 
bility then, our patient, according to her age, 
would be most likely to have either chronic 
lymphatic leukemia or lymphosarcoma. The 
chief complaints of weakness and loss of 
weight do not help us a great deal because 
these are present in a great variety of con- 
ditions. They are quite compatible with leu- 
kemia however. As far as the patient knows, 
she was ill until about February of 1944. 
She was brought into this hospital January 
1, 1945, so that her illness was of approxi- 
mately eleven months duration. At the time 
of onset the patient complained of intermit- 
tent gas pains and abdominal distress. She 
suffered also a certain amount of dyspnea, 
anorexia, loss of strength and headaches. 
Again, none of these complaints are very 
specific. In a woman of this age and with 
this duration of illness, however, some type 
of malignant neoplasm should certainly be 
considered in the differential diagnosis. As 
to the abdominal complaints, in the event 
that this is one of the lymphoblastomas, 
these could well be due to pressure of en- 
larged lymph nodes on some of the abdomin- 
al viscera. Dyspnea might also be due to 
pressure from nodes or could be the result 
of some “metastatic” lesion in the lungs. On 
the other hand, it might be simply a mani- 
festation of profound anemia. Headaches 
could be a manifestation of general toxemia 
from any of a considerable variety of condi- 
tions. As this case illustrates, it is important 
to realize that leukemia, early in its course, 
may give symptoms which are all of a gen- 
eral nature and which may be compatible 
with cardiac disease, renal disease, malign- 
ant neoplasms of many types, etc. 

We have more or less a gap in the patient’s 
history from February through August al- 
though she was apparently getting worse, 
and finally became so sick that she had to go 
to bed. According to the relative’s story, she 
noticed a swelling in her neck sometime in 
September. Additional information from the 
local physician indicates that in October, she 
had a severe throat infection and a middle 
ear infection, following which there develop- 
ed swelling underneath the ears in the “paro- 
tid” region. This was diagnosed as “paroti- 
tis”. At about this time generalized lympha- 
denopathy first became evident and the pa- 
tient began to notice bleeding from the gums 
and soreness of the mouth. This bleeding is 
quite significant. A variety of causes are pos- 
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sible including hypovitaminosis C, pyorrhea 
alveolaris, thrombocytopenic purpura, etc. 
Actually, bleeding from the gums is a com- 
mon complaint of patients with leukemia. 
During this time in which the patient was 
gradually getting worse, she lost weight, a 
total of 50 pounds, and her lymph nodes con- 
tinued to enlarge. Her local physician states 
that between October and the time she came 
to the hospital she had two severe acute at- 
tacks of “asthma”’, which again brings up the 
question as to whether or not there might 
have been enlarged lymph nodes pressing on 
the tracheobronchial tree. Her physician 
stated that she had not had any fever for 
at least four weeks prior to admission at 
University Hospital, and this information is 
of great value in helping to eliminate a good 
many inflammatory conditions such as tuber- 
culosis, mycotic infection of the lungs, chron- 
ic bronchitis, etc. The lack of productive 
cough would be additional evidence against 
such an inflammatory process in the lungs. 


One of the most prominent physical find- 
ings was generalized lymphadenopathy. A 
description of these nodes is quite important; 
they are described as being matted, firm and 
non-tender. The term “matted” is rather sig- 
nificant because it suggests tuberculous lym- 
phadenitis or lymphosarcoma. The fact that 
they were non-tender pretty well eliminates 
a non-specific inflammatory basis. Lympha- 
denopathy was most marked in the cervical 
region, especially on the right side. 

Examination of the chest didn’t reveal a 
great deal in so far as the lung fields were 
concerned. There was, however, a soft blow- 
ing systolic murmur at the cardiac apex. The 
patient exhibited marked pallor and we have 
every reason to suspect a profound anemia 
so that we must consider that this may have 
been a so-called hemic murmur. Until we 
confirm our impression of anemia by referr- 
ing to the laboratory data, we must keep in 
mind the possibility of an organic cardiac 
lesion however. The fact that the cardiac 
rhythm was regular is one further point 
against cardiac disease per se. The blood 
pressure was 140/92 which isn’t unusual for 
an adult 57 years old. It might have been 
higher prior to the patient’s illness however. 


Palpation of the abdomen didn’t reveal a 
great deal and that is unfortunate because 
we would like to know whether there were 
any nodular masses. The examiner was able 
to determine that the liver was markedly 
enlarged however and he observed splenome- 
galy also. We see the largest spleens in cases 
of chronic myelogenous leukemia, although 
there may be marked splenic enlargement in 
chronic lymphatic leukemia also. Patients 
with acute leukemia usually die before there 
is time for marked splenomegaly. The dura- 
tion of the patient’s history, approximately 
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one year, pretty well excludes a diagnosis of 
acute leukemia. 


Bleeding points were observed on the pa- 
tient’s gums and further evidence of increas- 
ed capillary fragility was afforded by a posi- 
tive Rumpel-Leede test. As you know, pa- 
tients with leukemia often exhibit a hemorr- 


hagic diathesis. In acute leukemia, occasion- 
ally death is the direct result of extensive 
capillary bleeding. A more detailed descrip- 
tion of the skin might have afforded import- 
ant information. It sometimes happens that 
in chronic lymphatic leukemia the skin is in- 
vaded by leukemic cells and that such areas 
of cellular infiltration can be seen and pal- 
pated. Occasionally such patients are primar- 
ily concerned with their dermal lesions and 
consult first a dermatologist who may make 
the diagnosis of leukemia entirely on the 
basis of characteristic skin manifestations. 

In considering the laboratory data, we had 
already received helpful information from 
the local physician, a report that on the 28th 
day of December, the patient had a hemo- 
globin of 50 per cent, red blood count of 
1,500,000 and a white count of about 96,000. 
A differential count was not supplied. In re- 
ferring to the protocol you see that the pa- 
tient’s anemia had become even more mark- 
ed. The finding of normocytes is character- 
istic of myelophthisic anemia and indicates 
that the bone marrow was trying its best 
to correct the anemia. The leukocytes had 
dropped somewhat (28,000) and there was 
13 per cent lymphoblasts, 46 per cent pro- 
lymphocytes and 32 per cent lymphocytes. 
There were only a small number of neutro- 
phils, 9 per cent. The negative peroxidase 
stain was confirmatory evidence that the ab- 
normal cells were of the lymphocytic series. 
From this then, we have ample laboratory 
confirmation for our diagnosis of lymphatic 
leukemia. 

What about prognosis in cases of this 
type? In the acute forms of leukemia, dura- 
tion is usually but a few months, although 
some survive for as long as six months. This 
particular case survived for almost a year so 
that it corresponds to chronic lymphatic leu- 
kemia. This particular patient was unfortu- 
nate in that persons occasionaily live for 
many years with chronic lymphatic leukemia. 
The average length of life with either chron- 
ic lymphatic or myelogenous leukemia is 314 
years. X-ray therapy seems to be of little 
value in acute forms of leukemia, more often 
it is actually harmful. Irradiation may pro- 
vide considerable symptomatic relief and 
may prolong life for months or years in 
chronic forms of this disease. The hemoglo- 
bin is a pretty good prognostic guide. If the 
hemoglobin is less than 7.5 grams and it does 
not rise after X-ray therapy, death usually 
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occurs within a few weeks or a few months 
When this patient entered the hospital he: 
hemoglobin was only 4 grams and she was 
entirely too sick to consider X-ray therapy. 


CLINICAL DISCUSSION 

QUESTION : Why do patients with leukemia 
usually have a marked anemia? 

DR. AVEY: The pathologic findings in this 
case should answer the question. It is proba- 
ble that the anemia here was on the basis of 
extensive invasion of the bone marrow by 
leukemic cells with resultant mechanical dis- 
placement of those elements which normally 
manufacture erythrocytes. 


ANATOMIC DIAGNOSIS 


DR. HOPPS: Dr. Avey’s clinical impression 
of lymphatic leukemia was confirmed by our 
pathologic findings. It remains for us, how- 
ever, to explain the various signs and symp- 
toms which this patient presented and to 
correlate altered function with altered form. 


To consider first the anemia, it was of a 
myelophthisic type as is usual in any sort 
of leukemia. Approximately 90 per cent of 
the marrow elements comprised abnormal 
cells of the lymphocytic series. There was, 
therefore, inadequate space remaining for 
that amount of erythropoietic marrow neces- 
sary to maintain a normal red blood count. 
An effect of this anemia was seen in the 
marked fatty change of both heart and liver. 
The cardiac murmur described must have 
been of hemic origin since there was no val- 
vular defect, nor was the heart markedly 
dilated. There was evidence of abnormal 
bleeding in internal organs as well as that 
which was clinically evident. There were pe- 
techial hemorrhages in the mucosa of the in- 
testinal tract, pelvis of the kidney and urin- 
ary bladder, underlying the peritoneum and 
pleura and in the lung. These were relatively 
recent and it is unlikely that the patient’s 
bleeding contributed materially to her anem- 
ia. 

The abdominal symptoms of which this 
patient complained are often observed in pa- 
tients with chronic leukemia. They are usu- 
ally, as in this case, due to multiple areas 
of infarction of the spleen with involvement 
of the capsule and adhesions to neighboring 
viscera. You will say that the spleen has no 
pain fibers in the usual sense of the word 
and that is true. It is important to remember, 
however, that peritoneal membranes do give 
rise to considerable pain when they are 
stretched. In this case there were seven fair- 
ly recent infarcts with fibrinous adhesions 
over these areas. In addition, there were 
older infarcts and older areas of fibrous ad- 
hesions. It is difficult for us to evaluate just 
what masses were palpated upon abdominal 
examination and misinterpreted as liver and 
spleen. Actually both of the organs lay well 
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above the costal margins and were pretty 
well fixed at that level by the adhesions 
which I have just described. This illustrates 
the degree of splenic enlargement which may 
be necessary before the spleen actually be- 
comes palpable. In this case the spleen was 
enlarged approximately four times (460 
grams) and its lower pole was still 3 cm. 
above the costal margin. 


Symptoms related to the chest were, as 
Dr. Avey postulated, also related to the leu- 


kemia. Tracheobronchial lymph nodes were 
enlarged up to four or five times the normal 
size and were compressing and displacing 
slightly the major air passages. There was 
an old, solitary, calcified, subpleural tubercle 
near the apex of the right lung and old fibr- 
ous adhesions over the lateral aspect of the 
upper lobe. Otherwise, save for slight recent 
hemorrhage, there was little change. 

Most pathologists consider leukemia to be 
a malignant neoplasm and, if we consider it 
so, we find that there were extensive “me- 
tastases” in this case. Lymph nodes through- 
out the entire body were markedly involved 
as was also the spleen and bone marrow. In 
addition, there was a spectacular infiltration 
of the kidneys by leukemic cells to the extent 
that their weight was almost doubled (225 
grams). This must have interfered with 
renal function to some extent and calls to 
mind the rare case in which renal failure is 
a prominent manifestation of leukemia. The 
porta hepatis was rather extensively involv- 
ed and there was obstruction of occasional 
bile ducts, but yet the major portion of liver 
was not markedly altered. The leukemic in- 
filtrates or “metastases”, if you prefer, were 
all composed of cells essentially similar to 
those abnormal lymphogenous forms observ- 
ed in the peripheral blood because, after all, 
those cells are just as neoplastic as the ones 
which become localized in various tissues. 


QUESTION : What was the cause of death in 
this case? 
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DR. HOPPS: In any case of cancer, that is 
a hard thing to put your finger on because 
these patients have so many organs and tis- 
sues which are considerably altered. In this 
case, speaking of the immediate cause of 
death, we would have to consider anemia 
with its associated degenerative changes in 


the heart, the leukemic involvement of the 
kidneys and liver, malnutrition (reinforced 
by an increased metabolism) and perhaps 
some toxic metabolic process. That is about 
as far as we can go. This patient did not have 
any significant degree of bronchopneumonia 
and we have observed that, peculiarly 
enough, people with marked anemia rarely 
develop terminal bronchopneumonia. I know 
of no reason for this—as a matter of fact 
this phenomenon is not generally appreciat- 
ed. It is interesting too that in this patient 
there was all the more reason for pneumonia 
in that people with leukemia are quite pre- 
disposed to infection. The cells in the peri- 
pheral blood are immature and the function 
of these cells varies directly with the degree 
of immaturity so that, although a patient 
may have a blood count of 100,000 or even 
1,000,000, he may have inadequate leukocytic 
function. 

QUESTION: Could the increased metabolic 
rate usually shown by these patients possi- 
bly be due to leukemic invasion of the vital 
centers in the brain? 

DR. HOPPS: I don’t think that this is the 
complete explanation. Twenty per cent of pa- 
tients with leukemia develop neurological 
symptoms sometime in the course of their 
disease so that you can see the possibility 
for such a basis. Many of these patients de- 
velop fever, some intermittent, others .con- 
stant, with elevation over a period of months. 
This, I think, is to be correlated with the in- 
creased metabolism. I believe that the in- 
creased metabolism is more directly related 
to the marked over-production of leukocytes 
and some metabolic by-product of these neo- 
plastic cells which act as a stimulus. 
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Special Article 


Cleveland County Honors Dr. D. W. Griffin 


At an annual dinner meeting on April 26 
the Cleveland County Medical Society, as- 
sisted by the Ladies’ Auxiliary, paid tribute 
to Dr. and Mrs. David Wilson Griffin. This 
meeting in the beautiful Woodruff Room at 
the Student Union, University of Oklahoma 
was very impressive. After a program of in- 
spiring music and a season of delightful 
reminiscing by Dr. D. O. Howell, an avowed 
country doctor by choice, the meeting was 
devoted to Dr. Griffin. 

It was pointed out that Dr. Griffin had 
traveled all the way from a log cabin en- 
vironment in Lenoir, North Carolina, where 
he was born in 1873, to the high position he 
now holds in the Central Oklahoma State 
Hospital at Norman. During his 47 years 
tenure in this position Dr. Griffin has built 
a great institution with ever expanding pos- 
sibilities. Through the evolution of this great 
institution Dr. Griffin has not only served the 
state of Oklahoma, but he has set an example 
for other states in the middle west. One of 
the most notable achievements in Dr. 
Griffin’s career as head of this institution 
has been the training of young men in this 
field of endeavor. He has imparted to them 
not only the scientific knowledge of psychia- 
try, but the elements of his own sterling 
personality. 

It is remarkable that through all the po- 
litical upheavals in the State of Oklahoma 
Dr. Griffin has held this administrative po- 
sition for 47 years and that during this time 
there has never been a successful attack upon 
his administration policies. There has been 
no serious criticism, no charge of inefficiency, 
no lack of integrity, no question of judgment 
and no doubt of the wisdom employed. 

It was pointed out that Mr. Churchill’s 
speeches, appearing in two great volumes, 
were printed without alteration; no change 
was deemed necessary. Even political ex- 
pediency made no demands; no living person 
could improve upon what Churchill had said. 
As this notable meeting closed it was stated 
that likewise Dr. Griffin’s life might be pre- 





sented without alteration to stand as an ex- 
ample for others in his profession. With loud 
acclaim his moral, social and economic serv- 
ices to the great commonwealth of Oklahoma 
and to the Nation were heralded. With 
modest means the ruddy faced recipient of 
these encomiums arose in the midst of great 
applause and after a few words of grateful 
acknowledgement he resumed his seat, ob- 
viously unchanged by the world’s plaudits 
and ready to go on about his professional 
business. 

The following facts are taken from the bio- 
graphical sketch “Oklahoma’s Premier Medi- 
cal Institutional Executive” printed in the 
Cleveland County Medical Society Program: 


“Longest tenure of any Oklahoma Insti- 
tutional Head—47 years. Born in one-room 
log cabin, October 28, 1873, near Lenoir, 
North Carolina—fourth in a family of 13 
children. Descended from poor but humble, 
honest and ambitious parentage. Attended 
the post-Civil War schools two or three 
months in the year. Finished the equivalent 
of a high school course in Amherst Academy 
and Barnes Academy, North Carolina. At- 
tended Rutherford College, North Carolina, 
one year in preparation for a medical career. 
Entered University College of Medicine, 
Richmond, Virginia, September, 1895, and 
was graduated M. D., May 13, 1899. 

“Licensed by Board of Medical Examiners, 
North Carolina. Opened Practice, home rural 
community, North Carolina, 1899. Tendered 
Superintendency of Territorial Sanitarium, 
(Central State Hospital) Norman, Oklaho- 
ma. Offered $50.00 per month and board, 
with raise to $75.00 per month in six months, 
if mutual. Accepted. Was raised to $100.00 
per month before ‘six months, and has re- 
mained since. Professor of Psychiatry, 1915, 
School of Medicine, University of Oklahoma, 
Professor Emeritus now, Author, and Coun- 
sellor in laws pertaining to care and treat- 
ment of the mentally ill of the State. Elected 
to ‘Oklahoma Hall of Fame’, November 17, 
1935.” 
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